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Confidence in ǲend of lifeǳ care: developing and piloting an 
educational pathway for community nurses 
 
 
 
Introduction  
 
All individuals approaching the end of their life are entitled to high quality competent and 
compassionate care which is respectful and sensitive (National End of Life Programme (2011). End of 
life care (EoLC) is a term that has many varied interpretations, however intrinsically it includes 
physical, emotioŶal, soĐial aŶd spiƌitual Đaƌe that is ƌeƋuiƌed at aŶǇ tiŵe iŶ a peƌsoŶ͛s life ǁheŶ theiƌ 
death or mortality is an issue (Froggatt et al 2006). The transition from palliative care to end of life 
care can be complex for staff (National Council for Palliative Care 2006).   
Patients have the right to access high-quality palliative care services and should be enabled to 
exercise choice about their preferred place of care at the end of their life (National Council of 
Palliative Care, 2010). EoLC services should support people to live as well as possible until their 
death. Despite successive policy drives to improve the quality of EoLC (DH, 2008, 2007, 2010, 2011) 
substantial inequalities in how and where people die still exist. A large gap exists between where 
people prefer to die and where they actually die (Gomes et al 2012). Gomes et al (2012) also 
highlighted an increase in home deaths from 18.3% in 2004 to 20.8% in 2010. 
DistƌiĐt aŶd ĐoŵŵuŶitǇ ŶuƌsiŶg staff deliǀeƌ daǇ to daǇ ͚geŶeƌalist͛ ŶuƌsiŶg Đaƌe to people living in 
their own home and it is acknowledged that district nursing teams play a vital part in caring for 
palliative care patients (Walshe and Luker 2010, Disler and Jones 2010).  Indeed nursing staff are 
described as the lynchpins of community palliative care (Griffiths, Ewing and Rogers 2012), with both 
the volume and complexity of this work increasing over the last decade (Adamson and Cruikshank 
2013, DH 2013, Queens Nursing Institute 2006).   
In 2001, as part of the NHs Cancer Plan, the Department of Health launched a three year national 
education and support programme on the principles and practice of palliative care (DH 2001). By 
March 2004 some 1,700 district nurses (DNs) had participated in education programmes across 
England. A mixed methods evaluation of these educational programmes (Shipman 2008) reported 
that almost three quarters of respondents felt palliative care provision had improved, implying an 
increase in both confidence and competence. Some respondents, however, felt that they were not 
as knowledgeable or skilled as they had previously assumed and their self-confidence had been 
dented. 
In 2008 the Department of Health produced the End of Life Care Strategy (DH 2008) highlighting the 
importance of developing workforce knowledge, skills and attitudes to improve the quality of EoLC. 
A year later common core competences and principles for those working with adults at the end of 
life were produced by the Department of Health working with the NHS End of Life Care Programme 
(2009). The seventh principle, relating to workforce development, recommends that both the 
organisation and the individual take responsibility for continuing professional development.  
Caring for the dying can be stressful work particularly for nursing staff (Peterson et al 2010, Burnard 
et al 2008) generating complex feelings in nurses (Leishman 2008). Nurses therefore need to be 
offered development opportunities which enable them to identify and understand how they can 
continually improve their competence and confidence when delivering end of life care. 
 
The educational pathway  
The aim of the pathway was to increase both the confidence (through links to specialist nurses and 
mentoring) and competence (through access to a range of education /training opportunities) of 
participants in providing care for palliative care and end of life patients in the community. 
The pathway took a learner centred approach underpinned by adult education principles and based 
within an ethos of practice-based learning (Steven 2009, Steven et al 2007, Lave and Wenger 1991). 
The pathway built on the 4 competency areas for end of life care identified by the Department of 
Health (DH 2008/9):  
• Advanced care planning 
• Communication skills 
• Assessment and care planning 
• Symptom management, maintaining comfort and well being 
The project ran between February and November 2012 with a selection of 11 community nursing 
staff from across the area. All participants volunteered to participate and consented to be involved 
in the evaluation.  
Ethics approval for the evaluation was obtained from the university ethics committee and NHS 
approvals were also obtained.  
The pathway process (see Figure 1) involved participants linking with a mentor; undertaking a 
learning needs assessment; planning a course of action by choosing from a menu of educational 
aĐtiǀities; uŶdeƌtakiŶg the aĐtiǀities. The ͚ŵeŶu͛ ǁas deǀeloped to iŶĐlude ďoth foƌŵal ;aĐĐƌedited 
and unaccredited) and informal options and activities.  
Training Needs Analysis 
The ͚NH“ NatioŶal EŶd of Life Caƌe Pƌogƌaŵŵe TƌaiŶiŶg Needs AŶalǇsis ;TNAͿ QuestioŶŶaiƌe͛ ;DH 
ϮϬϭϭͿ is desĐƌiďed as a ͚sǇsteŵatiĐ gatheƌiŶg of iŶfoƌŵatioŶ to fiŶd out eŵploǇees͛ Đapaďilities aŶd 
to identify any gaps in the existing skills, kŶoǁledge aŶd attitudes͛ ; DH ϮϬϭϭ pϮͿ. The TNA was 
developed via a national pilot and also forms the basis of an evaluation toolkit for end of life care 
learning events developed and used by the NHS and Nottingham University (Chady et al. 2012). Thus 
the TNA was deemed suitable and valid for use in this project. 
The TNA covers overarching values and knowledge, and 4 EoLC competence areas: 
1. Communication Skills 
2. Assessment and Care Planning 
3. Symptom management, maintaining comfort and wellbeing 
4. Advance care planning 
Mentors and mentees were also provided with documents offering guidance on the pathway 
process and opportunities and action planning. 
 
Figure 1: Diagrammatic overview of the pathway 
 
Participants 
After receiving comprehensive information regarding the pathway and evaluation 11 nurses (6 DN 
sisters and 5 community staff nurses) from a range of employment and education backgrounds 
volunteered to participate. One team member acted as a point of reference liaising with mentors 
and participants throughout.  Of the original 11 participants 3 withdrew (due to job/career changes 
and moves), leaving 8 to complete the pathway- these 8 are the focus of the analysis presented. 
Experienced practitioners (i.e. palliative care specialist nurse (PCSN) and senior hospice nurses) from 
across the geographic area were recruited as mentors and attended two half day mentor 
preparation sessions. Mentor preparation was underpinned by the work of Connor and Pakora 
(2007) and Egan (2007). It was emphasised that the mentor relationship should be developmental 
and supportive and not a monitoring exercise. 
Evaluation 
 
In order to evaluate the pathway a mixed methods study was integrated into the project. A realistic 
evaluation (Pawson and Tilley 1997) methodology was employed allowing exploration of the 
context, mechanisms and outcomes. 
Data collection involved:  
• Interviews with nurse participants at three points  
• One off interviews with mentors at the end  
• Completion of the training needs analysis tool by participants at the beginning and end of 
the ͚pathǁaǇ͛ pƌojeĐt,  
• Collection of a ĐopǇ of the paƌtiĐipaŶts͛ iŶdiǀidual aĐtioŶ plaŶs. 
Participants were also asked to consider keeping reflective notes on their educational experiences 
and to make these available to the researchers, however very few of those involved did so and data 
collected in this way was limited. Why few notes were kept was unclear and was not investigated, 
but may have been linked to time limitations, uncertainty regarding what was required or what was 
meant by reflection.   
 
 
 
 
 
 
  
 
 
 
 
 
 
Table 1 Data collection details 
Data collection:  
Methods and timing 
Start  
Feb 2012 
Middle End 
Dec 2012 
Total 
1:1 Interviews;       
       Nurse participants 
(3 did not complete the pathway) 
11 
 
8 8 27 
  Mentors   7 7 
Training Needs Analysis 
questionnaire  
9  7 16 
 Semi-structured interviews lasting approximately 30-45 minutes were undertaken with participants 
at three points during the project allowing for detailed exploration of: 
• Participants perceived needs and feelings of confidence 
• Their experiences of the pathway 
• Reflections on the experience 
The first interview acted as a baseline with subsequent interviews allowing for any changes or 
developments to be identified, explored and tracked. Where appropriate issues raised by 
respondents were followed up and incorporated into subsequent interviews, allowing exploration of 
previously unidentified areas of importance (Silverman 2001, Kvale 1996). 
TNA questionnaires were completed by participants at the start and end of the project.  The 
questionnaire is not designed as a measure of competence but relates to learning needs and 
confidence, and has been used effectively as the basis of an evaluation toolkit for end of life care 
learning events (Chadry et al 2012). 
 Self-assessment of skills and competence is a highly complex issue (Yeo, Steven and  Pearson 2009), 
and although competence was not measured, using the TNAs before and after, and in addition to 
the interviews, was felt to offer further insights into the potential changes and developments. 
Interviews were transcribed verbatim, anonymised and analysed using an iterative approach 
drawing on grounded theory principles of constant comparative analysis (Strauss and Corbin 1990). 
The NVIVO software package was utilised for coding by the researchers using thematic analysis 
(Silverman 2001). 
 
Findings 
 
What they did  
The TNA was seen as offering a structured way of considering confidence, personal strengths and 
weaknesses and training needs in relation to participants͛ roles in end of life care. Completion of the 
(1 participant who completed an 
initial TNA withdrew - this data 
has not been analysed)  
Action plans 6 2  8 
Reflective notes 
 
  2 2 
Learning Logs  2  2 
TNA (either prior to, or during the first meeting with the mentor) was perceived as useful both by 
mentors and nurses, and acted as a focus for their discussions.  
 ͞It was a good document[TNA],it was very helpful, very insightful.  (B2) 
A range of activities were identified and undertaken by the nurses (see figure 2).  
Figure 2:  Educational activities undertaken as part of the pathway 
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Although mentoring formed a core part of the pathway, the organisation and frequency of meetings 
was at the discretion of those involved. Participants met their mentors between 2-5 times, with 
some spending a full day together and others a shorter period of time. All met their mentor at least 
twice. In general the mentor would plan, in collaboration with the nurse, a programme of 
educational activities aimed at addressing the identified training needs of the individual. Having 
someone to ask questions of, gaining reassurance and being offered support were seen as valuable 
in building and maintaining confidence in practice and was a key benefit of having a mentor.  
Three participants made visits to hospices, with duration of visits varying between a full day, a half 
day or visiting solely to observe a ward round. Six participants shadowed specialist palliative care 
staff; these episodes ranged from a few hours to several days. Visits and shadowing were rated very 
highly by those interviewed and felt to offer participants opportunities to both observe the practice 
of experienced colleagues and engage in discussions about the care provision and planning.  
 
Feelings of confidence 
The TNA questionnaires asked ͚What EoLC tƌaiŶiŶg do Ǉou feel Ǉou Ŷeed to iŶĐƌease Ǉouƌ ĐoŶfideŶĐe 
and competence? and required the nurses to answer a series of statements by choosing to strongly 
agree, agree, disagree or strongly disagree.  While responses were predominantly positive it was 
ŶotiĐeaďle that ͚disagƌees͛ oƌ ͚stƌoŶglǇ disagƌees͛ ǁeƌe ƌeĐoƌded foƌ: 
 All statements in the sections on communication skills and symptom management, comfort 
& wellbeing  
 4 out of 6 in the section on assessment and care planning 
 5 out of 6 in the section on advance care planning  
 3 out of 5 for overarching values and knowledge 
Thus participants identified some feelings of low confidence across the entire range of areas of 
related to end of life care (EoLC). 
Low levels of confidence were expressed in relation to communication skills, where 4 out of 8 nurses 
reported disagreement (1 strongly) with statement 1b and 1d (see table2). Furthermore for every 
statement there was some level of disagreement indicating that some aspect of communication 
appeared to be an area of low confidence for at least one of the nurses.  
 
Table 2 : Responses to communication skills section of the TNA 
Statements in the communication skills section of the TNA  
Responses at the start and end of the pathway by question 
Disagree/strongly 
disagree 
Pre Post 
1a I feel confident to develop and maintain communication with 
people at the end of life, their families & others involved in their 
care about matters or situations related to end of life care 
3 0 
1b I feel confident to listen to and talk with a dying person about 
issues surrounding their care and their death 
4 1 
1c I feel confident to listen to and talk with friends and relatives of a 
dying person about their issues and concerns surrounding care at 
the end of life and death 
2 0 
1d I feel confident to provide information and support about end of 
life in a range of formats, including written and verbal, as 
appropriate to the circumstances and the situation 
4 0 
1e I feel confident to work with individuals, their families and friends 
in a flexible and sensitive way that demonstrates awareness of the 
1 0 
impact of death, dying and bereavement. 
1f I feel confident to recognise and respond to any variation over 
tiŵe, iŶ iŶdiǀiduals͛, theiƌ faŵilies͛ aŶd fƌieŶds͛ pƌioƌities. 
2 0 
 
The responses were similar for the section relating to symptom management, comfort & wellbeing 
(see table 3). However it is noticeable that the highest number of nurses expressing low confidence 
did so in relation to statement 3d. On inspection this statement can also be viewed as relating to 
communication issues i.e. giving advice and discussing anxiety. This perhaps highlights a central and 
difficult issue in EoLC – that of knowing how, and feeling confident to, communicate effectively and 
sensitively with service users and their carers and families (Charalambous 2010, Andrew and Taylor 
2012). 
Table 3: Responses to symptom management, comfort & wellbeing section of the TNA  
 
Statements in the symptom management, comfort & wellbeing 
section of the TNA  
Responses at the start and end of the pathway by question 
Disagree/strongly 
disagree 
Pre Post 
3a I am confident about helping an individual with their pain and 
other symptoms. 
3 0 
3b I understand and can advise on coping strategies and therapies 
other than drugs to help people cope. 
5 0 
3c I am confident to support a person in distress 2 0 
3d I aŵ Đoŵfoƌtaďle disĐussiŶg a peƌsoŶ͛s aŶǆietǇ aďout the dǇiŶg 
process and what will happen, be that the individual who is dying, 
their friends or family 
4 2 
3e I am confident that I am able, in partnership with the individual, 
their family and friends, to develop, implement and monitor an 
EoLC plan which will meet the needs of the individual. 
3 2 
 
 
These findings are also borne out in the interviews, where participants identified a lack of confidence 
both in themselves and others in relation to communication and support. 
͚They [staff nurses] doŶ͛t always feel that they have the confidence to do...  Do more of the 
talking and the support side (A1) 
“oŵe eǆpƌessed a laĐk of ĐoŶfideŶĐe iŶ dealiŶg ǁith ͞diffiĐult ƋuestioŶs͟ and specific situations 
including spiritual or psychological support. This lack of confidence was still present in the second 
interviews and in reflecting upon their perceived inability to communicate effectively participants 
used terms such as ͞clumsy͟, ͞not streamlined͟ oƌ ͞making a right mess of this͟. Hoǁeǀeƌ ƌesults 
fƌoŵ the post pathǁaǇ TNAs shoǁed aŶ oǀeƌǁhelŵiŶg ŵoǀeŵeŶt toǁaƌds ͚agƌeeŵeŶt͛ aŶd 
therefore higher levels of self-ĐoŶfideŶĐe, ǁith oŶlǇ a siŶgle ͚disagƌeeŵeŶt͛ ƌeĐoƌded ;see taďles Ϯ 
aŶd ϯͿ.  IŶ the fiŶal iŶteƌǀieǁs paƌtiĐipaŶts ƌeĐoŶfiƌŵed ĐoŵŵuŶiĐatioŶ as haǀiŶg ďeeŶ ͞aŶ issue͟ 
but emphasised feeling more confident. Many described the power of learning about 
communication and symptom management from observing others (e.g. mentors, clinical nurse 
specialists, hospice staff), from talking with mentors and sometimes from undertaking other study 
(e.g. university).  
͞I had, aŶ issue…ǁith ĐoŵŵuŶiĐatioŶ…But I thiŶk ǁatĐhiŶg [ŵeŶtoƌ] aŶd listeŶiŶg to the ǁaǇ 
she speaks to people… I feel a little ďit ŵoƌe Đlued up …I thiŶk I͛ǀe soƌted the thiŶgs out ͞;C8Ϳ   
There was an overwhelming sense of the pathway experience having been beneficial as one 
participant sums up, 
 ͞…It͛s ďeeŶ aďsolutelǇ ǁoŶdeƌful.. [the pathǁaǇ] helped ŵe look at ǁheƌe I ǁas, aŶd ƌefleĐt 
and evaluate where I want to be and how I can get there. ..To do something about it and 
look where I can get the knowledge and skills from. So I think that it͛s ďeeŶ a ƌeallǇ, ƌeallǇ 
good eǆpeƌieŶĐe͟ (C4)  
 
Although participants engaged in a range of activities and felt they had learned much and increased 
their confidence, a wider issue regarding access to educational and development activities emerged. 
Legitimisation of educational activities 
Getting time out of practice to meet mentors or undertake learning activities proved difficult and 
was often linked to workload pressures. One senior nurse spoke of her frustration of not being able 
to participate fully in the pathway nor attend meetings set up by her mentor. Such situations were 
often perceived as outside the nurses͛ control, for example influenced by staff sickness and the 
absence or limited availability of appropriate bank staff cover. Most participants encountered 
problems arranging or sticking to mentoring meetings, but found ways to get together even if 
meetings were not regular or required persistence on both sides.  
 
͞...ǁe͛ǀe ďoth had Ƌuite ďusǇ sĐhedules, so that͛s ďeeŶ diffiĐult...gettiŶg as many regular 
ŵeetiŶgs as ǁe ǁould like͟. (B2) 
 
 Some felt it important to overcome difficulties rather than allow work commitments to continually 
impinge. One nurse described how a colleague urged her to continue with her meeting despite work 
commitments, while another described how the perceived benefit of being involved, both for the 
individual, their colleagues and ultimately the service users, was seen as outweighing workload 
pressures. 
 
͞We aƌe loǁ oŶ staffiŶg leǀels ďut, .. Ǉou just eǆplaiŶ ǁhǇ Ǉou͛ƌe doiŶg it, hoǁ it͛s goiŶg to 
ďeŶefit ǁheƌe I͛ŵ ǁoƌkiŶg – not just for me, but for me as a Band 6 supporting Band 5s and 
deǀelopiŶg theŵ.  The ŵoƌe kŶoǁledge I͛ǀe got, the ŵoƌe I ĐaŶ suppoƌt theŵ aŶd it͛s 
developing a future work force͟ ;B4) 
 
Whilst it was recognised that set meeting times might not always work, it was suggested that some 
regular protected time may be beneficial and allow optimal use of available time. Where mentees 
were given protected time this was viewed as beneficial. 
 
͞…she seemed really positive and excited that she was going to have some protected, 
defiŶite tiŵe to ďe aďle to go aŶd eŶgage ǁith stuff͟ (M10) 
 
Interestingly, being released to attend modules delivered in a higher education setting appeared to 
be given greater credence than being given time to meet with a mentor. 
I thiŶk it͛s ƌeallǇ diffiĐult foƌ people to assigŶ tiŵe foƌ ŵeetiŶgs aŶd studǇ, that͛s Ŷot aĐtuallǇ 
formalised – ǁheƌe Ǉou͛ƌe Ŷot atteŶdiŶg a Đlassƌooŵ. AŶd I thiŶk if soŵeoŶe is ĐaƌƌǇiŶg a 
busy caseload, it tends to be the case load comes first. So the [pathway] is, sort of, second. 
Wheƌe if Ǉou haǀe to atteŶd a Đlassƌooŵ at a ĐeƌtaiŶ tiŵe…͟ ;M2Ϳ 
Throughout the project it emerged that being involved in the pathway project had in effect 
legitimised participation in educational activities- be they formal (e.g. university modules) or 
informal (e.g. shadowing or hospice visits). 
 
͞It͛s ďeeŶ ďƌilliaŶt ďeĐause…It͛s giǀeŶ ŵe the Đouƌage aŶd…Well, soƌt of the ƌeasoŶ to ďe 
able to go to the sister or a palliative care nuƌse oƌ ǁhoeǀeƌ, aŶd just saǇ ͞Oh ĐaŶ I do this 
ďeĐause I͛ŵ oŶ this palliatiǀe Đaƌe ƌeseaƌĐh pƌojeĐt͟ AŶd I Đould haǀe doŶe all of these thiŶgs 
ďefoƌe, ďut I pƌoďaďlǇ ǁouldŶ͛t haǀe put ŵǇself foƌǁaƌd ďeĐause I ǁouldŶ͛t haǀe had that, 
kind of, extra reason to ďe aďle to saǇ, ͞I͛ŵ iŶ this sĐheŵe͟…I thiŶk that it just gaǀe ŵe a, 
soƌt of,…a ďit ŵoƌe of a ƌeasoŶ to ďe aďle to feel that I Đould ask foƌ thiŶgs.͟ ;C5Ϳ 
 
Thus the formal status of the project and its backing from the managers and the NHS Trust appears 
to have legitimised or sanctioned engagement in the activities offered. This perhaps indicates a need 
for greater visibility of managerial backing for such educational activities. 
 
Discussion  
Organisations are required to take responsibility for workforce development (DH 2008), with core 
competencies for the delivery of high quality end of life care available (DH 2009).  A new vision for 
community nursing aims to ensure services have the right staff, with the right skills in the right place 
(DH 2013). The drive to have a competent workforce is apparent, although how nursing staff attain 
and maintain the necessary competence and confidence is not. The educational pathway reported in 
this paper offered community nurses a range of opportunities with the aim of increasing confidence 
and competence in end of life care. However this pilot study has limitations which require 
consideration. The pathway aimed to enhance both confidence and competence, but did not 
ŵeasuƌe ͚ĐoŵpeteŶĐe͛ iŶ teƌŵs of skill peƌfoƌŵaŶĐe oƌ knowledge increase. Although participants 
reported a clear increase in their confidence in end of life care we cannot tell if, and for how long, 
such an increase may last. Furthermore, participants may have been those enthusiastic about EoLC 
and this togetheƌ ǁith the poteŶtial foƌ paƌtiĐipaŶts to tƌǇ to ͚please͛ the iŶteƌǀieǁeƌs; sŵall saŵple 
size; and limited project duration, limit the generalisability of findings.  
Notwithstanding the limitations we found that using the Training Needs Assessment tool, coupled 
with the action planning document as part of the pathway offered a valuable occasion for 
participants to explore their educational/training needs and possible ways forward. At the start of 
the pathway communication emerged as the main area of low confidence, spanning both 
communication skills and elements of symptom management. However the evaluation indicated a 
clear increase in confidence over the course of the pathway with participants learning and gaining 
reassurance from experienced colleagues. It is recognised that communication is fundamental to 
EoLC (DH 2011) and confidence in initiating conversations is crucial to delivering care tailored to 
individuals needs and wishes (Andrew and Taylor 2012, Sherwin 2011). Various communication skills 
courses exist or have been piloted, but many take place well away from clinical practice or focus on 
cancer (Barnes et al 2012, Andrew and Taylor 2012, Turner et al 2011), thus perhaps making them 
hard to access and harder to relate to personal practice experience. Indeed concern has been 
expressed regarding a need for greater access to developmental opportunities for community nurses 
in relation to communication in EoLC (Sprinks 2011 Charalambous 2010) and this seems borne out in 
our study.  
While nurses in this study sometimes struggled to access opportunities, due to workloads and 
staffing issues, the pathway project legitimised their engagement in developmental and educational 
activities. Although we are unable to say if participants did more training when compared to their 
peeƌs, theiƌ ƌeŵaƌks ƌegaƌdiŶg ͚legitiŵisatioŶ͛ ǁould seeŵ to suggest this ǁas the Đase. BaĐked ďǇ 
the NHS Trust the project was seen as giving credence to requests for time to meet mentors or 
attend sessions or visits. Sprinks (2011 p7)acknowledges these difficulties suggesting 
͚CoŵŵuŶiĐatioŶ tƌaiŶiŶg oŶ eŶd of life Đaƌe is aǀailaďle, ďut eŶsuƌiŶg staff haǀe suppoƌt aŶd tiŵe set 
aside ďǇ eŵploǇeƌs to do the tƌaiŶiŶg is a pƌoďleŵ͛. Hoǁeǀeƌ ǁithout the ƌight eduĐatioŶ, 
development and support, staff can find delivering end of life care overwhelming (National End of 
Life Care Programme 2011 p8), while staff who are confident and competent in their role can benefit 
from increased morale and job satisfaction (Charalambous 2010).  
The nurses involved in this educational pathway chose to engage mainly with mentoring and 
shadowing/visiting activities which offer convenient access to specialist knowledge and practice 
within a busy work schedule. While the research interviews may have themselves acted as a 
͚suppoƌt͛ ŵeĐhaŶisŵ, paƌtiĐipaŶts felt theǇ gaiŶed ŵuĐh fƌoŵ oďseƌǀiŶg aŶd talkiŶg to ŵoƌe 
experienced colleagues. This concurs with previous studies indicating that experiential learning 
(Kolb, 1984, 1988, Kemeny et al 2006, Yardley et al 2012), engaging in communities of practice 
(Andrew et al 2008), and direct contact with the reality of practice (Steven 2009, 2013) are powerful 
educational tools. Furthermore mentoring and clinical supervision have been shown to offer 
numerous benefits which cross the personal practice interface (Charalambous 2010, Steven et al 
2008, and Oxley et al 2003). Indeed Charalambous (2010 p14) suggests that collegial support is 
Ŷeeded iŶ EoLC pƌoǀisioŶ aŶd that a ͚ǁell suppoƌted teaŵ ǁill pƌoǀide ďetteƌ Đaƌe͛.  “uĐh Đollegial 
support seems to have been gained by participants via the links provided by the pathway. 
Conclusion  
From this study it seems that providing community nurses with the chance to be involved in an EoLC 
educational pathway gave them deǀelopŵeŶt oppoƌtuŶities ǁhiĐh ǁeƌe seeŶ as ͚legitiŵate͛ -
suggesting nurses perhaps struggle to access such opportunities. Communication was a main area of 
low confidence but increased over the course of the pathway seemingly facilitated by interaction 
with experienced colleagues. Mentoring emerged as a key mechanism, although making time to 
meet was a challenge for some.  
It is clear from this study that the development of mentoring and support networks between 
community services and EoLC specialists holds potential and should be further investigated. A larger 
longitudinal study is needed to ameliorate the limitations and allow the duration of increased 
confidence and the extent of knowledge and skills gained to be thoroughly investigated. 
Notwithstanding the limitations it is clear that the nurses involved felt they had gained much benefit 
from participation in the pathway. 
 Perhaps community nurses and their managers could lobby organisations for support in setting up 
such initiatives and greater access to opportunities. Good quality End of Life Care remains both a 
practice and policy driver whilst delivering patient care must take priority within the nursing 
workload, care needs to be delivered by confident, competent practitioners and that requires on-
going educational and developmental support. 
 
References 
Adamson, E. and Cruickshank, S. (2013) A 'good death' at home: community nurses helping to make 
it possible. British Journal of Community Nursing, 18 (1): 40-2. 
 
Andrew J. and Taylor C. (2012) Follow up evaluation of a course to develop effective communication 
and relationship skills for palliative care. International Journal of Palliative Nursing. (2012); 18(9): 
457-463. 
 
Andrew, N., Tolson, D. and Ferguson, D (2008) Building on Wenger: communities of practice in 
nursing. Nurse Education Today.  (2008); 28(2): 246–252. 
 
Barnes, S. , Gardiner, C.,  Gott, M., Payne, S.,  Chady, B., Small, N., Seamark, D. and Halpin, D. (2012) 
Enhancing Patient-Professional Communication About End-of-Life Issues in Life-Limiting Conditions: 
A Critical Review of the Literature. Journal of Pain and Symptom Management. (2012) 44 (6): 866–
879. 
 
BuƌŶaƌd, P., Edǁaƌds, D. & BeŶŶett, K. ;ϮϬϬ8Ϳ ͚A Đoŵpaƌatiǀe, loŶgitudiŶal studǇ of stƌess iŶ student 
Ŷuƌses iŶ fiǀe ĐouŶtƌies: AlďaŶia, BƌuŶei, the CzeĐh ‘epuďliĐ, Malta aŶd Wales͛. Nurse Education 
Today.  (2008) 28(2):134-145. 
 
Chady, B., Broadhurst,  D, and Faull, C (2012) Evaluation Toolkit: assessing outcomes of End of Life 
Learning Events version 5. East Midlands SHA: University of Nottingham. Accessed on 12 September 
2013 2013 and available at the following URL: http://www.endoflifecareforadults.nhs.uk/case-
studies/evaluation-toolkit-modelling-a-tool-that-will-link-learning-to-care-delivery   
 
Charalambous,  A. (2010) Good communication in end of life care. Journal of Community Nursing. 
(2010); 24(6):12.  
 
Connor M. and Pakora J. (2007) Coaching and Mentoring at work: Developing effective practice. 
Open University Press. Maidenhead, UK. 
  
Department of Health (2013) Care in local communities: A new vision and model for district nursing. 
Department of Health, London. Accessed on 21 June 2013 and available at the following URL:  
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/127500/vision-
district-nursing-04012013.pdf.pdf 
 
Department of Health (2011) Route to success: the key contribution of nursing to end of life care. 
London. Stationery Office. Accessed on 21 June 2013 and available at the following URL: 
http://www.endoflifecare.nhs.uk/assets/downloads/RTS_Environments_final.pdf 
 
Department of Health (2011) The End of Life Care Strategy: Third Annual Report. London. Stationery 
Office. Accessed on 21 June 2013 and available at the following URL: 
http://www.liv.ac.uk/media/livacuk/mcpcil/documents/dh_130253.pdf 
 
Department of Health (2010) Delivering the Cancer Reform Strategy. London. National Audit Office. 
Accessed on 21 June 2013 and available at the following URL: http://www.nao.org.uk/wp-
content/uploads/2010/11/1011568.pdf 
 
Department of Health (2009) Common core competences and principles for health and social care 
workers working with adults at the end of life. Accessed on 18  July 2011 and available at the 
following URL: 
http://www.endoflifecareforadults.nhs.uk/assets/downloads/pubs_Core_competences_guide.pdf  
 
Department of Health (2008) End of Life Care Strategy: Promoting High Quality Care for All Adults at 
the End of Life. London. Stationery Office. Accessed on 21 June 2013 and available at the following 
URL: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/136431/End_of_li
fe_strategy.pdf 
  
Department of Health (2007) The Cancer Reform Strategy. London. Stationery Office. Accessed on 21 
June 2013 and available at the following URL: 
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/prod_consum_
dh/groups/dh_digitalassets/documents/digitalasset/dh_081007.pdf 
 
Department of Health (2000) The NHS Cancer Plan: A plan for investment, a plan for reform. 
Department of Health, London. Accessed on 21 June 2013 and available at the following URL: 
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/prod_consum_
dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4014513.pdf 
 
Disler, R. and Jones, A. (2010) District nurse role in end-stage COPD: a review. British Journal  of 
Community Nursing. 13 (9): 428-433. 
 
Egan G. (1998) The Skilled Helper - a problem management approach to helping. 6th Edition. Brooks 
Cole.  
 
Froggatt K.A. ,Wilson, D., Justice C. et al (2006) End of Life Care in Long Term Care Settings for Older 
People: A Literature Review. International Journal of Older People Nursing. (2006) 1: 45-50. 
 
Gomes, B., Calanzani, N. and Higginson, I.J. (2012) Reversal of the British trend in Place of Death: 
Time Series Analysis 2004-2010. Palliative Medicine . (2012) 26 (2):102-107. 
 
Griffiths, J. , Ewing, G. and Rogers, M. (2012) Early support visits by district nurses to cancer patients 
at home: a multi-perspective qualitative study. Palliative Medicine. (2012); 27 (4): 349-357. 
 
Kemeny, B., Boetther ,I.F., DeShon R.P. and Stevens A.B. (2006)   Innovations in community-based 
and long-term care. Using experiential techniques for staff development: liking, learning, and doing.  
Journal of Gerontological Nursing. (2006) 32 (8): 9-14.  
 
Kennedy, C. (2005) District nursing support for patients with cancer requiring palliative care. British 
Journal of Community Nursing. ( 2005); 10 (12):566-574. 
 
Kolb, D. (1988) Learning styles and disciplinary differences. In A. W. Chickering and associates (eds.) 
The modern American college (pp. 232-255), San Francisco: Jossey-Bass. 
 
Kolb, D. (1984) Experiential learning: Experience as the source of learning and development. 
Englewood Cliffs, New Jersey.  Prentice Hall. 
 
Kvale, S. (1996) Interviews: An Introduction to Qualitative Research Interviewing. London, Sage.  
 
Lave, J. and  Wenger, E. (1991). Situated Learning: Legitimate Peripheral Participation. Cambridge: 
Cambridge University Press. 
 
LeishŵaŶ, J.L. ;ϮϬϬ8Ϳ ͚Death, dǇiŶg aŶd eŶd-of-life Đaƌe͛. Quality in Ageing, 9 (4): 36-43. 
National Council of Palliative Care (2010) The End of Life Care Manifesto 2010. London. NCPC. 
National Council for Palliative Care (2006) End of life Care Strategy. August 2006. The National 
Council for Palliative Care. Accessed on 21
st
 June 2013 and available at the following URL: 
http://www.ncpc.org.uk/sites/default/files/NCPC_EoLC_Submission.pdf 
 
National End of Life Care programme (2012) What do we knoǁ Ŷoǁ that ǁe didŶ͛t kŶoǁ a Ǉeaƌ ago? 
New intelligence on end of life care in England. 
 Accessed on 21June 2013 and available at the following URL: www.endoflifecare-intelligence.org.uk 
 
National End of Life Care Programme (2011) Route to success: the key contribution of nursing to 
end of life care. Accessed on 21 June 2013 and available at the following URL: 
www.endoflifecareforadults.nhs.uk 
National End of Life Care Programme (2011) An Analysis of the Number of Hospital Complaints 
Relating to End of Life Care over a Six Month Period in Four Hospital Trusts. London. Department of 
Health. 
 
National End of Life Care Programme (2008) NCRI Strategic Plan 2008 – 2013. National Cancer 
Research Institute, London. Accessed on 21
 
June 2013 and available at the following URL:    
http://www.ncri.org.uk/includes/Publications/reports/strategicplan_web.pdf 
 
Oxley, J., Fleming, B., Golding, L., Pask, H., and Steven A. (2003) Improving working lives for doctors. 
Mentoring for doctors: enhancing the benefit.  Department of Health Doctors Forum. Available at 
the following URL: http://www.ncl.ac.uk/medev/assets/documents/Mentoringbenefits.pdf  
 
PaƌƌǇ, M ;ϮϬϭϭͿ “tudeŶt Ŷuƌses͛ eǆpeƌieŶĐe of theiƌ fiƌst death iŶ clinical practice. International 
Journal of Palliative Nursing. (2011) 17 (9) 446-451. 
 
Pawson , R. and Tilley, N. (1997) Realistic evaluation. Sage Publications, London. 
 
Peterson, J., Johnson, M., Halvorsen, B., Apmann, L., Chang, P-C., Kershek, S., Scherr, C., Ogi, M. 
& PiŶĐoŶ, D. ;ϮϬϭϬͿ ͚What is so stƌessful aďout ĐaƌiŶg foƌ a dǇiŶg patieŶt? A Ƌualitatiǀe studǇ of 
Ŷuƌses͛ eǆpeƌieŶĐes͛. International Journal of Palliative Nursing. (2010) 16 (4): 181-187. 
Queens Nursing Institute (2006) Vision and Values: A call for action on community nursing. London. 
 
Shipman, C.,  Gysels, M,. White, P. et al (2008) Improving generalist end of life care: national 
consultation with practitioners, commissioners, academics and service users. BMJ (2008); Accessed 
on 21 June 2013 and available at the following URL: a1720 doi:10.1136/bmj.a1720 
 
Silverman, D. (2001) Interpreting qualitative data: methods for analysing talk, text and interactions. 
2
nd
 Edition. Sage Publications, London.  
Spinks, J. (2011) Nurses lack confidence in providing end of life care. Nursing Older People. 23(2) 6-7. 
 
Sherwin, E. (2011) Good practice guide supports end of life care. Primary Health Care. (2011) 
21(9):7-8. 
 
Visram, S., Steven, A. and Goodall, D. (2013) Mapping conceptualsiations of knowledge 
transfer/exchange across public health in England. Conference proceedings. 22-23 April 2013. 
Noordwijkerhout, Netherlands.  
 
Steven A. (2009) Knowledge Discourses and Student Views. VDM Verlag. Saarbrücken.  
 
Steven, A., Magnusson, C ., Smith, P. and Pearson P.H.  (2013) Patient safety in nursing education: 
Contexts, tensions and feeling safe to learn. Nurse Education Today (2013) Accessed on 21
st
 June 
2013 and available at the following URL: http://dx.doi.org/10.1016/j.nedt.2013.04.025 
 
Steven A, Oxley and Fleming W. (2008) Mentoring for doctors: perceived benefits for the personal 
and professional. Journal  of Royal Society of Medicine. 2008; 101: 552-557.  
 
Steven A, Dickinson C. and Pearson P. (2007) Practice –based interprofessional education: Looking 
into the black box. Journal of Interprofessional Care. 21(3), 251-264. 
 
Strauss, A.L. and Corbin, J.M. (1990) Basics of qualitative research techniques and procedures for 
developing grounded theory. Sage Publications. Thousand Oaks, CA: London. 
 
TuƌŶeƌ, M., PaǇŶe, “., aŶd O͛BƌieŶ, T. ;ϮϬϭϮͿ MaŶdatoƌǇ ĐoŵŵuŶiĐatioŶ skills tƌaiŶiŶg foƌ ĐaŶĐeƌ aŶd 
palliative care staff: Does one size fit all? European Journal of Oncology Nursing. 15 (5) 5: 398–403 
Accessed on 21 June 2013 and available at the following URL: 
http://dx.doi.org/10.1016/j.ejon.2010.11.003 
 
Yardley, S; Teunissen, PW and Dornan, T (2012) Experiential learning: Transforming theory into 
practice. Medical Teacher. 2012; 34(2): 161 – 164. 
 
Yeo, J., Steven, A., Pearson, P. and Price, C. (2009) Influences on self-evaluation during a clinical skills 
programme for nurses. Advances in Health Science Education: Theory and Practice. May 2010. 15 (2): 
195-217. Accessed on 21 June 2013 and available at the following URL: DOI 10.1007/s10459-009-
9192-0 
 
  
 
 
 
 
 
 
